Study objective-The aim was to test the assumption that mass miniature x ray screening of the single homeless (hostel residents) is a cost-effective means of controlling pulmonary tuberculosis.
Mass miniature radiography (MMR) was introduced in the 1940s as a screening procedure for pulmonary tuberculosis for the general population. As the annual notification rate of tuberculosis in England and Wales declined from 1 0 per 1000 in 1945 to 0 1 per 1000 in 1986,1 2 whole population screening was no longer considered necessary.3 In inner south east London, ie, Lambeth, Southwark and Lewisham, the incidence of tuberculosis also declined from 1-3 per 1000 in 1955 to 0-2 per 1000 in 1986,2 though rates have always been higher than national ones. This excess incidence reflects a number of demographic features of inner city populations, including ethnicity, the concentration of single homeless people, and a degree of poverty and overcrowding.
Despite the moves to discontinue MMR from the early 1970s, the presumed continued screening needs of the "homeless and rootless" were recognised at the Department of Health and Social Security (DHSS).4 When plans to close the last remaining MMR in South East Thames were discussed it was strongly argued that the service needed to be sustained for homeless people living in hostels. The argument was not only that the incidence of tuberculosis among the single homeless was high but also that these people were less likely to be registered with a general practitioner and did not avail themselves of hospital services. 4 Although these arguments and the position of the DHSS seemed reasonable, we decided to find out if a continued service was in fact justified. Six months after the closure ofthe main MMR service a further screening episode was set up early in 1987 to ascertain the yield and estimate the cost of a service to eight hostels for the single homeless in south east London.
Methods
A mobile MMR unit was made available to x ray the residents of eight hostels for the single homeless in south east London and each hostel was visited once for a half day period. Strenuous efforts were made in order to maximise uptake. The timing of the visit was based on advice from each hostel's warden, publicity for the screening was organised, food inducements were given at the hostels not otherwise giving their residents a free meal, and one of the hostels organised a raffle with a £15 prize.
Data on each resident who had an x ray were collected by a research worker specifically hired to accompany the MMR unit. The minature four inch postero-anterior x rays were assessed by thoracic physicians at St Thomas's, Guy's, and Lewisham hospitals according to the addresses of the hostels. People with chest x rays considered abnormal for any reason were given appointments to attend a chest clinic and these were sent to the appropriate hostels. Non-attenders were sent a further appointment via the hostel warden. A diagnosis of active tuberculosis was made on the basis of a positive sputum culture.
The yield was defined as the number of completed courses of antituberculosis treatment for new cases of tuberculosis discovered among the hostel dwellers. The cost was taken as that of a commercial firm providing miniature x rays in occupational health settings, but did not include the cost of reading these x rays or the subsequent outpatient attendances-to either the NHS or the client.
Results
The hostels were all residential and all male, except for one which had a younger, mixed, and non-residential clientele. The total hostel population, the number of people who had x rays, the number with abnormal x rays (and given an appointment for outpatients), and the number treated are shown in table I. Of a total hostel population of 1250, 547 had x rays. Table II shows their age distribution compared with the age distribution of tuberculosis cases from the hostels notified from 1985 to 1987. Of the 547 people receiving x ray examinations in this study, two cases of active tuberculosis were found but both were already known to have tuberculosis and were undergoing treatment at the time of the survey. The screening exercise identified five other people with significant diagnoses requiring intervention, which are summarised in 250.8 Secondly, it is possible there really was a low prevalence of tuberculosis in the study population, ie, in the 1250 hostel residents who were offered chest x rays. Again, this seems unlikely, because during the three years around the time of this study there were 35 notifications of tuberculosis from the eight hostels involved. These represented 70 of all notifications from the three boroughs for this period (unpublished data from local authority records).
Thirdly and most likely, the explanation may lie in a difference between the whole study population and those who responded, reflecting the method by which residents were recruited or followed up. This is not a simple question of age distribution, as Tuberculosis among the single homeless 2500.12 At the same time, the size of London's single homeless population is thought to have increased substantially to between 50000 and 70 000.12 One of the main criteria for a successful population screening programme is that it should reach its target population,'3 and to do this it needs to be both accessible and acceptable. In this study, the MMR failed to reach its target population on the grounds of acceptability. In future, it will also increasingly fail on the grounds of accessibility.
In conclusion, we need to develop an alternative approach,which moves away from mass screening altogether. As has been argued, this will probably mean more intensive and continuous primary health care, either organised from district health authorities or from general practice,'4 although this too needs evaluation. This will not be easy but the need cannot be ignored. This study shows that the alternative, assumed to be effective, was in fact not contributing to the management of an important public health problem.
